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INTRODUCTION 

The Individual Market Segment has prepared this guide to assist producers in completing a successful 
individual case submission.  The Producer Guidelines are divided into two sections: Under 65 products 
and Over 65 products. 

The Under 65 Products consist of: 
 
 

 

 

 

The Over 65 Products consist of: 

 

 

 

 

The Products in each section have different names based on the state and the company offering the 
product. 

Please note:  you may receive instructions or further updates from your general agent to facilitate the sales 
process.  However, please remember written guidelines apply in the case of a dispute.
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Stand Alone Products 
effective on or before 
12/31/04 

Maternity 
Rider 
with a 
Max 

 
Maternity 

Riders with 
no Max 

$15/$30/$45 
Prescription 
Drug Copay 

Card 

 
Professional 

Services 
Rider* 

 
 
 

Dental 

 
 
 

Vision 

 
 
 

SaveWell 

 
 

Critical 
Illness 

 
 
 

Life 
$500/$1,000 (Short-term)       X   
$500/$1,000 X X X X X X X X X 
$1,000/$2,000 X X X X X X X X X 
$1,500/$3,000 X X X X X X X X X 
$2,500/$5,000 X X X X X X X X X 
$5,000/$7,500 X X X X X X X X X 
$1,000/$2,000 HSA Comp.  X X  X X X X X 
$1,500/$3,000 HSA Comp.  X X  X X X X X 
$2,000/$4,000 HSA Comp  X X  X X X X X 
$3,000/$6,000 HSA Comp.  X X  X X X X X 
$4,000/$8,000 HSA Comp.  X X  X X X X X 
$5,000/$10,000 HSA Comp  X X  X X X X X 
Dental       X X   
Vision     X  X   
SaveWellSM     X X    
*Selection of the Professional Services Rider is dependent upon medical risk.  On the Personal Health Plan rating disk an error may appear and 
thereby not allow the option of the Professional Services Rider. 

 
 

 
 

Stand Alone Products 
effective on or after 
1/1/05 

 
Maternity 
Services 

Rider 

 $15/$30/$45 
Prescription 
Drug Copay 

Card 

  
 
 

Dental 

 
 
 

Vision 

 
 
 

SaveWell 

 
 

Critical 
Illness 

 
 
 

Life 
$500/$1,000 (Short-term)       X   
$500/$1,000 X  X  X X X X X 
$1,000/$2,000 X  X  X X X X X 
$1,500/$3,000 X  X  X X X X X 
$2,500/$5,000 X  X  X X X X X 
$5,000/$10,000 X  X  X X X X X 
$1,200/$2,400 HSA Comp.   X  X X X X X 
$1,500/$3,000 HSA Comp.   X  X X X X X 
$2,000/$4,000 HSA Comp   X  X X X X X 
$3,000/$6,000 HSA Comp.   X  X X X X X 
$4,000/$8,000 HSA Comp.   X  X X X X X 
$5,000/$10,000 HSA Comp   X  X X X X X 
Dental       X X   
Vision     X  X   
SaveWellSM     X X    
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Medical Coverage 
All medical coverages are preferred provider organizations (PPO).  The networks vary by state.  [See 
Appendix A for state specific PPO networks]. 
 
The applicant may select either short-term or standard medical coverage.   
 
Short-Term Medical Coverage — The short-term policy is designed to provide temporary medical 
insurance coverage to fill a temporary need.  It is not intended to be a permanent plan and should not be 
issued to individuals who already have medical insurance.   
 
Short-term medical insurance should be sold in situations where an individual has a temporary need for 
medical coverage.  Individuals who have lost medical insurance due to unemployment, graduation, strike 
or lay-off are excellent prospects for short-term medical.  Other possible markets include: 

• College students who discontinue their education or who are part-time students ineligible for student 
health plans. 

• New employees who are required to meet a waiting period for group coverage. 
• Newly self-employed individuals who are not yet established for small group insurance. 
• Individuals who are discharged from the military. 
• Independent consultants who are between corporate assignments. 
 
The short-term medical coverage is in effect for only a 180 day period starting on the effective date. The 
applicant need not indicate on the application the number of months he/she would like to enroll in the 
policy.  It may be purchased for a minimum of 30 days to a maximum of 180 days.  It is not renewable.  
An individual may not reapply for the short-term product until 90 days has passed since the six-month 
period expired or the policy was cancelled.  The applicant will be subject to Medical Mutual’s 
determination of the insurability each time he/she reapplies.  
 
If an individual’s need for coverage continues, he/she may apply for standard coverage.  This coverage is 
not guaranteed.  If the health of the applicant has changed significantly, then he/she may not be eligible 
for standard coverage. 
 
Note: Any condition that may have occurred under the short-term policy will be treated as a pre-existing 
condition when applying for the new coverage.  
 
Standard Medical Coverage — An applicant may select from five different standard medical plans, or 
six HSA Compatible plans that are qualified high deductible health plans and can be used in conjunction 
with a Health Saving account. 
 
These plans have the same base benefit design and differ in deductible, coinsurance, and copays.  The 
plans provide coverage for catastrophic illness, illness, preventive and routine services.  [See Appendix A 
for state specific products.] 
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Ancillary Riders 
The applicant may select one or more of the following ancillary riders in conjunction with a standard 
health plan. [See Appendix A for state specific ancillary products.] 
 
Maternity Riders [Available only with Standard Personal Health Plans] — PHP offers maternity benefit 
riders to cover the costs of a routine pregnancy and delivery.  All maternity riders listed below must be in 
effect for 270 days before coverage begins. 
 
Maternity Services Rider [Available in Ohio only] pays the coinsurance of maternity costs after a separate 
$1,500 maternity deductible has been met.   
 
Maternity Care without a Maximum [Available in Michigan only.] pays 80% of maternity costs with no 
maximum benefit limit after the member has met the deductible.     
 
Please note: No coverage is provided for maternity services unless a Maternity Rider is purchased.  
However, all Personal Health Plans provides as a standard benefit treatment for complications of 
Pregnancy when medically necessary. 
 
Prescription Drug Rider [Available only with standard Personal Health Plans.] — With the optional 
prescription drug rider, the member’s out-of-pocket costs will be limited to a $15/$30/$45 copay for each 
generic, formulary and non-formulary prescription filled.  Pay the single copay for retail or for home 
delivery, pay two times the copay for up to a 90 day supply.  The annual deductible and co-insurance are 
waived. 
 
Please note: after the initial fill and two refills are processed within a 180 day period for a maintenance 
drug, and the member continues to use a retail pharmacy to fill the order, the member will be required to 
pay two times the retail copay. 
 
FAQ 
• Can a standard health plan be purchased if an applicant has other health insurance in place? 

 Yes.  Medical Mutual will follow the applicable Coordination of Benefit rules to determine which 
health plan is primary and which is secondary. 

 
• Do you offer a supplemental accident product in conjunction with these plans? 

 No.  Each of the PHP product selections offers benefits for emergency services.  These services are 
not subject to the deductible. Emergency room visits require a $100 copay plus any applicable 
coinsurance.  Urgent care facility visits require a copay plus any applicable coinsurance. 

 
• Can an insured change the type of healthcare plan in which he/she is enrolled? 

 Yes, an insured may choose to change his/her benefits only at renewal.  Benefit upgrades are subject 
to medical underwriting approval.  However, if an insured wants to switch from a short-term policy to 
a standard policy, he/she may do so at any point during the length of the short-term policy.  This may 
be accomplished by completing an application.  Note: This application is subject to underwriting 
eligibility requirements. 
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Optional Coverage 
Dental — This optional dental plan, which is Medical Mutual’s Super Dental Plan, provides benefits for 
preventive dental services, including examinations, cleanings, and fillings.  The Super Dental Plan pays 
preventive services at 100% when services are received in-network and 80% for services out of network.  
Essential services (e.g., fillings) are paid 80% after deductible for in-network and 60% after deductible for 
out of network. 
 
Dental coverage may be purchased with a standard medical plan or alone.  If it is purchased as a stand-
alone product, then one year of premium is due with payment of first bill.  This premium is not refundable 
after the 10-day free look period.  Note:  If the applicant is not selecting a standard medical plan, but a 
dental only plan, then he/she may skip Sections IV and V of the application. 
 
Vision — This optional vision plan provides annual benefits for an eyeglass examination and pair of 
eyeglasses or contact lenses from thousands of network providers.  Reduced benefits are available when 
you obtain services outside the vision care provider network.  The plan is Medical Mutual’s SuperMed 
Vision™ Plan E.  It may be purchased with a standard medical plan or alone.  If it is purchased as a 
stand-alone product, then one year of premium is due with payment of first bill.  This premium is not 
refundable after the 10-day free look period.   Note:  If the applicant is not selecting a standard medical 
plan, but a vision only plan, then he/she may skip Sections IV and V of the application. 
 
SaveWell — This program provides discounts on prescription drugs, vision products and services.  It may 
be purchased with a standard medical plan or alone.  If it is purchased as a stand-alone product, then the 
annual fee is due with payment of first bill.  This fee is not refundable.  If selecting only SaveWell, the 
applicant may skip Sections IV and V of the application. 
 
Please note: There is no additional prescription drug discounts if accompanying the medical plan. 
 
Critical Illness [Available in OH only] — (This is a limited benefit).  The critical illness benefit, 
underwritten by Fort Dearborn Life Insurance Company, may assist in the payment of unexpected costs 
relating to a critical illness.  If an insured undergoes an organ transplant or is first diagnosed with a heart 
attack, stroke, kidney failure, life threatening cancer, or undergo a covered organ transplant at least 
60 days beyond the effective date of his/her critical illness coverage, then he/she will be eligible for a 
one-time lump sum payment.  This benefit will be paid directly to the insured and may be used as he/she 
wishes.  
 
The critical illness benefit is only available when purchased in conjunction with medical insurance.   It is 
not available with Short-Term coverage.  The applicant or spouse must be 18 to 65 years of age and if 
applicable, may select from the following three benefit amounts: 

• $  5,000 
• $15,000 
• $25,000 
 
Please note: Once a critical illness claim has been submitted and paid, the critical illness coverage is 
cancelled. 
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Life Insurance [Available in Ohio and Indiana only] — Fort Dearborn Life Insurance Company 
underwrites the term life insurance offered with Personal Health Plans.  The life insurance policy offered 
is term insurance, which is one of the most basic forms of life insurance available.  If the insured should 
pass away while the policy is in force, then the face amount of the policy is paid to the named beneficiary.  
If an insured dies by suicide within the first two policy years, the benefit payment will be limited the 
amount of premiums paid. 
 
Life insurance is only available if you are approved for health insurance and it is not available with 
Short-Term coverage.  If life insurance is selected, then the beneficiary information must be completed.  
If this information is missing, then the application will be returned. The applicant or spouse must be 18 
years to 65 years of age, if applicable, may select from the following three benefit amounts: 

• $15,000 
• $25,000 
• $50,000 
 
If an applicant applies for life insurance and indicates that he/she intends to replace existing life 
insurance, both the applicant and the agent must complete and sign the appropriate state Replacement 
Notice.  The Indiana application also contains an Agent Information section in Section II, Products, which 
must be completed if an applicant applies for life insurance, regardless of whether he/she intends to 
replace existing insurance. 
 
The Indiana Replacement Notice contains a place to list the existing policies.  The Ohio Notice does not; 
however, you are required to obtain a list of all existing life insurance and annuities to be replaced 
identified by name of insurer, the insured and the contract number or alternative identification. 
 
The applicant gets the original signed notice, keep a copy for your records, and submit a copy, (including 
the list of existing policies, if applicable) along with the application. 
 
Multiple Products / Benefit Levels and Counter Offers 
All persons listed on an application must enroll in the same products and benefit levels.  For example, if a 
husband and wife have a family policy containing medical, dental and $5000 critical illness benefit, the 
husband and wife must have the same deductible level, both will have dental and both must have the 
$5000 benefit amount.   
 
Medical Mutual may extend the applicant a counter offer that may include an alternative medical risk tier 
or deductible level.  If the applicant accepts the counter offer, then all approved persons listed on his/her 
application must enroll at the higher tier or deductible level. 
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E. Other Coverage Information 
Duplicate Coverage 
It is permissible for an individual to hold coverage as a contract holder while carried as a dependent on 
their spouse’s coverage.  It is also permissible for an individual to hold two contracts unless prohibited by 
law. 
 
Coordination of Benefits [Applies to OH and MI] 
A subscriber and his/her eligible dependents may have coverage under other health benefit plans for all or 
some of the same services covered by this program. If a claim is filed for benefits under Personal Health 
Plans for a service that is also covered under another program, Medical Mutual will follow applicable 
Coordination of Benefit rules to determine which healthcare plan is primary and which is secondary.  
Effective January 1, 1987, Medical Mutual adopted the National Association of Insurance 
Commissioners’ COB “Birthday Rule.”  This rule determines claims liability for a dependent child when 
both parents carry family insurance coverage. 
 
When Medical Mutual is secondary to another health policy we will coordinate to the lesser of the patient 
liability under the primary policy or what we would have paid had we been primary. 
 
Order of COB Benefit Determination – Medical Mutual uses the following procedures to determine the 
order in which an insurance company will pay a claim. 

• If only one insurance plan has a COB provision, the plan without the COB provision pays benefits 
first. 

• When both insurance plans have a COB provision, the order of benefit determination is as follows: 

1. The plan covering the patient as contract holder pays benefits before the plan covering the patient 
as a dependent. 

2. A plan that covers the patient (or his/her dependents) as an active employee pays benefits before 
the plan that covers the patient (or his/her dependents) as a laid-off or retired employee. 

3. If the patient is a dependent child, then the parent’s plan whose birthday falls earlier in the year 
pays benefits before the parent’s plan whose birthday falls later in the year.  If both parents have 
the same birthday, then the plan in existence for the longest period of time pays benefits first. 

4. If the patient is a dependent child of parents who are separated or divorced: 
a) The plan of the custodial parent pays benefits first; 
b) The plan of the spouse of the custodial parent (the step-parent’s plan) pays benefits next; and, 
c) The plan of the parent without custody pays benefits last. 

 
• If the specific terms of a court decree state that one parent is responsible for the child’s healthcare 

expenses, then that parent’s plan pays benefits first. 
 
• If none of the above rules apply to determine the order of payment, the plan that covered the patient 

for the longest period of time will pay benefits first. 
 
Plans That Do Not Coordinate Benefits - Medical Mutual will pay benefits without regard to benefits 
paid by the following kinds of coverage: 

• Medicaid. 
• Hospital indemnity coverage which pays less than $100 per day. 
• School accident coverage. 
• Some supplemental sickness and accident policies. 
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Subrogation 
Personal Health Plan has a subrogation feature.  Subrogation means that Medical Mutual requests 
payment from a third party.  For example, if a subscriber incurs covered hospital, physician or other 
medical expenses in connection with the treatment of an illness or injury caused by the negligence or 
wrongful act of a third party, Medical Mutual has the right to subrogate the claim.  Medical Mutual will 
subrogate the claim against the third party, the third party’s insurer, or against the employer’s /member’s 
uninsured, under-insured or medical payment policy. 
 
Coinsurance Carryover 
Personal Health Plans do not carry over coinsurance met under another carrier’s coverage or another 
program’s coverage. 
 
4th Quarter Deductible Carryover 
All Standard Personal Health Plans (including the Short-Term plan) carryover deductible amounts 
incurred during the fourth quarter of a policy year (October – December) to the following policy year. 
 
HSA Compatible plans do not allow 4th Quarter Deductible carryover per Department of Treasury 
guidelines. 
 
Pre-Existing Condition Clause 
For Contracts with effective dates on or before 12/31/04 - If a pre-existing condition existed at any time 
during the six-month period immediately preceding an applicant’s effective date, Medical Mutual will not 
provide benefits for covered services relating to the pre-existing condition until the subscriber has been 
enrolled in a Personal Health Plan for nine months.  A pre-existing condition is a condition for which an 
ordinarily prudent person would seek medical advise, diagnosis, care or treatment; or for which the 
applicant/dependent incurred medical expenses, received medical treatment, used a prescription drug or 
was advised by a physician or other medical professional to receive treatment.   
 
For Contracts with effective dates on or after 1/1/05 – If a pre-existing condition existed at any time 
during the six-month period immediately preceding an applicant’s effective date, Medical Mutual will not 
provide benefits for covered services relating to the pre-existing condition until the subscriber has been 
enrolled in a  Personal Health Plan for twelve months.  A pre-existing condition is a condition for which 
an ordinarily prudent person would seek medical advice, diagnosis, care or treatment; or for which the 
applicant/dependent incurred medical expenses, received medical treatment, used a prescription drug or 
was advised by a physician or other medical professional to receive treatment. 
 
Creditable Coverage 
If the applicant had applicable healthcare coverage prior to their effective date, and he/she did not 
experience a significant break in coverage, then their prior coverage will be credited toward the 
pre-existing condition exclusion period.  A significant break in coverage (including the Short-Term plan) 
is a period of at least 63 consecutive days during which the applicant did not have any other health 
insurance coverage. 
 
Therefore, if an applicant currently has insurance or has been enrolled in another health plan until 
recently, then it is very important to complete the creditable coverage section of the application.  Medical 
Mutual will not credit an individual’s pre-existing clause if the application is not completed with this 
information at the time of application submission. 
 
Please note:  Medical Mutual reserves the right to request a HIPAA letter (also called a Certificate of 
Creditable Coverage) from the prior carrier. 
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QUICK REFERENCE 
 
Deductible Credit 

 
MMO – No 
Other Carrier – No 
 

 
4th Quarter Deductible Carry Over 

 
Standard Personal Health Plan – Yes 
HSA Personal Health Plan - No 
 

 
Pre-Existing Condition Exclusion 

 
  9 Months 
  6 Months – Short Term 
12 Months – [Applies to MI only] 
 

 
Credit Prior Coverage 

 
MMO – Yes 
Other Carrier – Yes 
OH Short Term – No 
 

 
Issue Certificate of Creditable Coverage of 
Termination 
 

 
Yes [Applies to all Personal Health Plans] 

 
F. Medical Eligibility 
Medical underwriting is the function used to assess the insurability of an applicant and his/her dependents 
when enrolling in a health insurance product.  The medical underwriting process provides verification of 
the individual’s medical claims history and provides an adequate assessment of the applicant’s health 
conditions.  Medical Mutual’s underwriting department uses the medical information obtained to 
determine whether the prospective applicant is an acceptable risk.  Therefore, if an applicant has selected 
a health plan, he/she must complete this section of the application for himself/herself and each dependent 
listed on the application.   
 
The applicant must indicate either “yes” or “no” to each condition or question for each person listed on 
the application.  Any condition or question that is marked “yes” must be explained clearly in the space 
provided.  Use a separate sheet of paper if there is not enough space on the application.  The applicant 
must provide complete details of any treatment(s) that he/she or any listed dependent(s) received, 
including: 

• Patient name. 
• The specific name/diagnosis of the condition, the type of treatment received, and the start date and the 

end date of the treatment. 
• If medication was prescribed, provide the name of the medication, dosage and frequency. 
• The complete name and address of the doctor, clinic, or hospital who treated the applicant/ dependent. 
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Rating Guidelines 
The following are rating guidelines used in evaluating applications: 

• Applicants/dependents who have not used ANY form of tobacco products within the past 12 months 
are considered a non-smoker. 

• Applicants/dependents with undiagnosed symptoms will be declined coverage until a specific 
diagnosis is made. 

• Applicants/dependents contemplating (or who have been advised to have) surgery will be declined 
until the surgery is completed and the applicant/dependent fully recovers. 

• Applicants/dependents currently receiving treatment for a non-chronic condition such as a broken 
bone or physical therapy will be declined until their doctor gives him/her a clean bill of health. 

• An applicant’s/dependent’s build (height/ weight ratio) may render him/her medically ineligible for 
Personal Health Plans. 

• Applicants/dependents who have multiple insurable conditions may be declined based on the 
combination of those conditions or along with other factors such as age, height, weight and smoking 
status. 

• Applicants should disclose acute illnesses.  However, they will not accumulate medical risk points to 
adjust their rating tier.  Acute illness is defined as a condition that can be treated by a ten-day supply 
of antibiotics and may occur once or twice a year.  Note: If an acute illness occurs four or more times 
a year, then it must be reviewed as a chronic condition.  Multiple occurrences will adjust an 
applicant’s rating tier and could render an applicant ineligible.  Examples of acute illnesses include: 

1. Flu 
2. Ear infection 
3. Strep 
4. Urinary tract infection 
5. Sinusitis 
6. Bronchitis 

 
• If an applicant is declined medical coverage due to medical underwriting, then he/she may not 

reapply for a period of six months. 

• All conditions must be included in the rating evaluation.  If the general agent believes that it is 
inappropriate to rate a specific condition, then they must obtain individual consideration from 
Medical Mutual’s underwriting department. 

 
Hints for Rating 
• Rate all allergies even if applicant is not on daily medications.  Prescription drug related allergies do 

not have to be rated. 

• Before submitting the application, verify the information on the application matches the rate sheet.   

• Chronic migraines is defined as an applicant who has 4 or more migraine episodes per year even if 
the applicant is taking over the counter drugs only. 

• When submitting, be sure to include all pages of the application, a copy of the signed life insurance 
replacement notice, if applicable, and the Rate Worksheet and TOC Rate Page from the rating disk. 
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Prescreening an Application 
If an applicant requires individual consideration or prescreening, fax pages one and three of the completed 
application including physician letters and/or medical record information to 216-573-6631.  A medical 
underwriter will perform an analysis of the condition and determine insurability status.  If underwriting 
accepts the individual, then a factor and authorization code will be issued to the general agent.  The 
general agent will insert these numbers into the rating diskette to generate a quote.  If the case is 
submitted, then the general agent should attach the underwriting determination to the application. 
 
If a case is declined for coverage during this process, then the case may not be resubmitted for a period of 
six months.  If the case is resubmitted after the six-month period, then the applicant must also submit 
appropriate medical documentation, i.e., attending physician’s statement, medical records, etc. 
 
Attending Physician’s Statement  
Underwriting may request an attending physician’s statement (APS) to supplement information disclosed 
on the application.  Underwriting may request an APS if the application indicates a condition that requires 
more detailed information.  Note:  Medical Mutual will not cover any fees assessed by any physician 
requested to provide information or for a physician examination.  All such expenses are the responsibility 
of the applicant. 
 
G. Billing Information 
Billing Methods and Frequency 
Medical Mutual no longer requires binder checks.  A contract holder simply selects on the application, 
one of the following billing options: 
• Home Billing — Monthly premium billings mailed to the subscriber’s home address 
• Financial Institution — Monthly premium billings automatically withdrawn from a valid checking/ 

savings account 
• Credit Card — Monthly premium billings charged to a valid MasterCard or Visa 
• List billing through contract holder’s employer — Monthly premium billings mailed to the 

employer’s address 
• Different Billing Address – Monthly premium billings mailed to an address different from that of 

the subscribers permanent address 
 
If the applicant does not select a billing method on the application, then Medical Mutual will 
automatically invoice on a monthly basis to their home address.  
 
Medical Mutual calculates the premium due based on the ages of the contract holder, spouse and 
dependents as of the policy effective date.  Premium adjustments for age changes will take effect on the 
policy renewal date. 
 
Home Billing - Medical Mutual will mail a monthly invoice to the contract holder’s home address. 
Invoices are typically generated during the second week of the month prior to their due date.  
 
If home billing is selected, then the insured must remit the full invoiced amount to Medical Mutual on or 
before the due date.  There is a 31-day grace period for Personal Health Plan accounts.  Note:  If the 
contract holder fails to remit the entire amount within the grace period, then Medical Mutual will consider 
the account delinquent and may cancel the account for non-payment of premium. 
 
Financial Institution - Medical Mutual will make a monthly withdrawal from a valid checking or 
savings account on the first business day of each month.  If your client selects automatic premium 
withdrawal, then a voided check must be submitted with his/her application.  If the premium withdrawal 
is rejected by the bank for any reason, the member will be put on home billing.  Note:  This payment 
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option requires 30 days to process.  Therefore, automatic premium withdrawal may not begin until the 
second or third month of coverage, depending on date of enrollment.  The first withdrawal will include all 
premiums due from months prior to the first automatic premium withdrawal. 
 
Credit Card - Medical Mutual will make a monthly charge to a valid MasterCard or Visa on the first 
business day of each month.  Note: Medical Mutual will notify subscribers of expired credit cards the 
month prior to their expiration.  If the subscriber does not notify Medical Mutual of his/her new 
expiration date, then Medical Mutual automatically will change his/her billing method to monthly home 
billing. 
 
List Billing through Employer — When 2 or more employees with the same employer enroll in 
Personal Health plans, individual employees may pay their premium through their employer on a “List 
Bill” invoice sent monthly to the employer by Medical Mutual.  Typically, the employer deducts the 
premium from each enrollee’s payroll.  List Bill is not a way for employers to extend health care 
insurance benefits to its employees and is offered only as an administrative convenience to our customers. 
 
To pay premium through a List Bill, a contract holder selects the appropriate box in the payment section 
of the application.  In addition, a contract holder paying through a List Bill is required to sign a separate 
form, called a Subscriber/Policyholder Agreement for List Bill Administration, which indicates their 
understanding of their obligations under the List Bill.  In addition, the employer must sign the Employer 
Agreement for List Bill Administration form which confirms the employer understands their obligation 
under the List Bill.  Both forms as well as additional information can be found in the List Bill Guidelines. 
 
Medical Mutual sends a monthly invoice to the List Bill employer which lists the premium due for each 
individual contract.  Invoices are typically generated during the second week of the month prior to their 
due date.  The employer collects the full monthly premium from each employee through payroll 
deduction and remits the full amount to Medical Mutual.  It is important to note that the responsibility to 
keep premium payment current is that of the contract holder.  If the employer fails to pay the premium for 
a contract holder, that contract holder’s account will be delinquent and will be terminated for non -
payment or incomplete payment.  If a contract holder either leaves the employer, and / or desires to pay 
the premium directly (invoice, checking account or credit card), it is the employee’s obligation to contact 
Medical Mutual in writing requesting this change.  This request should be handled through the contract 
holder’s broker / agent.  If a List Bill payment by an employer excludes or underpays premium for one or 
more contract holders, those contract holders will be notified by Medical Mutual that their premium is 
delinquent.  The contract holder is requested to contract his/her employer about payment status.  Should 
the contract holder choose to have the policy cancelled back to the effective date of the non-payment or 
incomplete payment, unused premium will be remitted to the employer through a subsequent List Bill. 
 
Whereas medical policy premiums are paid on a monthly basis, optional coverage selected on a stand-
alone basis (e.g., dental, vision etc) must be paid on an annual basis.  Annual premium payments are not 
refundable after the 10-day free look period.  If optional coverage is paid for through a List Bill account 
of five or more employees, premiums may be paid on a monthly basis.  
 
Please note: Employers may not reimburse or compensate their employees for their Personal Health Plans 
insurance premium.  This practice is prohibited by Medical Mutual and poses several serious legal issues 
for the employer.  By an employer contributing to an employee’s personal health insurance plan by 
reimbursing or compensating the employees for their coverage, the health insurance plan would then be 
considered an employer-sponsored group health plan, and the employer is then subject to ERISA 
regulations, HIPAA regulations applicable to group health plans and possibly COBRA.  In addition, the 
plan would be subject to the small group insurance rating laws in Ohio and premiums would have to be 
adjusted for all members of the group. 
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MMO expects payment in full for each account on the List Bill.  The employer should annotate which 
employee the employer is not enclosing payment for directly on the invoice.  Do not modify the amounts 
on the invoice.  If there is an adjustment to benefits and / or a premium change as a result of a renewal 
that is not yet reflected on the invoice, the following month’s invoice will be adjusted to take any 
overpayment or underpayment into consideration. 
 
Prepayment of Premium 
In addition to the monthly payment option outlined, Medical Mutual will accept quarterly, semi-annual, 
and annual payments.  The subscriber will continue to receive monthly statements at home.  If the 
subscriber’s premium changes after the next invoice has been generated, an adjustment will be made on 
the next invoice. 
 
Optional Coverage selected on a stand-alone basis (e.g., dental, vision, etc.) must be paid on an annual 
basis.  This premium is not refundable after the 10-day free look period.  However, if a list-billed group of 
five or more employees selects stand-alone vision or dental on a voluntary basis, the group may pay 
monthly invoices.  These stand-alone list-billed groups must remain in place until renewal.   
 
H. Terms and Conditions 
The applicant and spouse, if applying, must read the terms and conditions, then sign and date the 
application.  For dependent only policies, the parent/guardian of the dependent child must sign and date 
the application. 
 
All applications are considered invalid 60 days after the signature date. 
 
FAQ 
• To whom should premium payments be made payable? 

 All checks/ money orders should be made payable to Medical Mutual (in Ohio and Indiana) or 
Consumers Life Insurance Company (in Michigan). 

• How does a customer change his/ her billing method? 

To change billing methods, the subscriber should complete page four of the application, include 
his/her group number or subscriber number, and fax or mail it to Medical Mutual at: 

216-687-6352 (fax) 
Medical Mutual 
MZ: 01-6B-6200 

2060 East Ninth Street 
Cleveland, Ohio 44115 

 
• Do all contract holders paying through the same List Bill have the same renewal date or renewal rate 

increase? 

No.  Contract holders will get a letter with their renewal price and product change options 30-60 days 
prior to their enrollment anniversary.  The renewal date is each individual contract holder’s 
anniversary date. 
 

• Do all contract holders paying through the same List Bill have the same initial rate? 

No.  A contract holder’s rate is determined exactly as for all Personal Health Plan contract holders, 
based on the current rates as provided for in the rating disk. 
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• Can a List Bill employer request cancellation of a Personal Health Plan contract? 

No.  If an employer does not make the premium payment for one or more contract holders, the 
employer should annotate accordingly next to the respective contract holders’ name on the List Bill 
invoice.  Each contract holder for whom the employer did not pay premium by the due date will get a 
letter from Medical Mutual informing them that they must pay their account in full immediately to 
continue coverage.  By completing and returning the letter to Medical Mutual, the contract holder 
can: (a) request cancellation, or (b) request to continue their coverage, pay the delinquent amount, and 
change the method of payment going forward.  NOTE:  Once the account is delinquent, the contract 
holder’s coverage is terminated.  Medical Mutual will retroactively reinstate the contract holder if the 
delinquent premium is returned to Medical Mutual with the original letter within the timeframe stated 
on the letter.  Membership will assign a new contract number and issue a new ID card.  Unless it 
coincides with the anniversary date, benefits and premium will not change. 
 

• Can a contract holder choose to drop from a List Bill and make payments directly? 

Yes.  The contract holder should contact his / her broker and send a letter to Medical Mutual 
(including Group ID number and subscriber / policy holder number listed on the ID card) requesting a 
change in payment method.  Only one payment method change is allowed in any contract year.  

 
• If a contract holder paying through a List Bill requests to cancel his / her contract, how is this done 

and who receives the refund, if applicable? 

The contract holder should contact Medical Mutual in writing (including Group ID number and 
subscriber / policy holder number listed on the ID card) requesting their policy to be cancelled, along 
with desired cancel date.  They should also notify their employer to cease payroll deductions.  The 
refund will be made as a credit on the subsequent list bill invoice.  The employer will then refund any 
overpayment to the contract holder. 

 
• If a list-bill enrollee moves out of State, can he/she remain on the Personal Health Plans? 

No.  Eligibility for Personal Health Plan coverage has a 6 month residency qualification. 
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II. EXISTING BUSINESS 

A. Benefit Changes 
Subscribers may request medical benefit downgrades only at renewal.  Medical Mutual must receive a 
written request from the contract holder to downgrade medical benefits.  Please refer to the Renewal letter 
for the benefit change election period and effective date of the change. 
 
Ancillary product changes will only be accepted at the time of renewal.  However, if an applicant’s rate is 
increased during the post underwriting review process, then the applicant has ten business days to notify 
Medical Mutual in writing that he/she would like to drop his/her initial ancillary product selection.  
Otherwise, ancillary products cannot be cancelled without canceling medical coverage. 
 
Benefit upgrades and additions may be made only at the time of renewal.   Subscribers must complete 
Sections I, V, and VII of the application to upgrade or add benefits.  Benefit upgrades and additions are 
subject to medical screening and final underwriting approval. 
 
Fort Dearborn Life Insurance does not allow benefit upgrades for Term Life and Critical Illness coverage.  
A member may not increase their coverage at renewal or any other time after the initial health issuance.  
A member may downgrade, but will not be able to increase thereafter.  For Term Life and Critical Illness, 
an individual has only one opportunity to apply for coverage and that is at the initial application. 
 
Converting to Health Savings Account (HSA) Plans  
Existing members may convert from a standard Personal Health Plan to HSA Compatible Plan.  When 
converting to a HSA Compatible Plan, the member must choose the same deductible level or higher.  
Converting to a lower deductible level may be made only at the time of renewal and are subject to 
medical screening and final underwriting approval.  Conversion to a HSA Compatible Plan will receive 
the same calendar year deductible credit; and there is no 4th quarter deductible carry over. 
HSA Compatible Plans will be listed on the renewal form along with alternative standard Personal Health 
Plans.  Just as with any benefit change at renewal, the member simply circles the desired plan, signs and 
submits to Medical Mutual through the broker. 
 
Dropping Medical Coverage 
Existing members with medical, dental and/or vision coverage may drop the medical coverage and 
continue with a dental and/or vision only coverage, then the member will be responsible for paying the 
remaining yearly premium.  For example, the member renews on July 1.  The member’s next invoice will 
be for the remaining four months of premium (March, April, May and June’s premium).   
 
Adding Dependents  
New dependents may be added to the policy as a result of marriage, birth, adoption, placement for 
adoption or court order.  A spouse or other dependent that becomes eligible for coverage must submit a 
completed application.  Applications with additions or changes are to be sent to the Royal 
Advantage Broker (RAB) or Full Service Royal Advantage Broker (FSRAB).  The application will be 
subject to Medical Mutual’s determination of the insurability of the eligible dependent.  This application 
should be field underwritten.  If Medical Mutual approves the application, then the RAB or FSRAB will 
be notified of the effective date of coverage and added to the contract currently in existence. 
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Adding a Spouse 
Both the contract holder and the spouse must sign the application.  The new application must be received 
by MM within 31 days of the marriage in order for coverage to begin on the date of marriage. 
 
If the subscriber marries a person under age 65 and the applicant is approved, the spouse will be a 
dependent regardless of age.  If the spouse is eligible for Medicare and/or over age 65, the spouse may not 
be added to the policy as a dependent. 
 
Adding Newborns/Adopted Children  
A newborn or an adopted child will be covered for 31 days from birth or adoptive placement in the home 
and will not be subject to insurability requirements.  An add/change form must be submitted to Medical 
Mutual within 31 days of birth or adoption in order to continue coverage beyond 31 days.  If we do not 
receive the required add/change form within 31 days of the event, the acceptance of the dependent will be 
subject to Medical Mutual’s determination of the insurability of the eligible dependent.  If a dependent is 
medically underwritten, the nine-month exclusion for any pre-existing conditions will apply. 
 
Note:  When a dependent is added to a policy, the contract holder’s current premium and/or deductible 
may change once a family rate is calculated. 
 
Removing Contract Holder or Dependents   
If a contract holder, spouse or dependent drops coverage from a multiple member contract, the remaining 
members of the contract do not need to reapply or requalify.  The remaining members will retain the same 
price and risk tier as they had prior to the person dropping coverage.  The contract premium is adjusted 
only to the extent that the dropping dependent (or spouse) would impact the premium.  This applies even 
when the person dropping is the contract holder.  In the situation where the contract holder drops, if there 
is no adult to be the new contract holder, any remaining dependents will get new dependent–only policies 
 
If the remaining members on the contract wish to requalify, the Personal Health Plan requalification 
process applies.  Please refer to Personal Health Plan Products:  General Policies. 
 
Removal Due to Divorce – When a covered person and/or dependent loses coverage due to divorce, he 
or she may apply for his or her own coverage.  A new application must be completed and received within 
31 days of losing eligibility. 
 
Dependents Reaching Limiting Age – A covered dependent who loses eligibility due to reaching the 
limiting age may apply for coverage.  A new application must be completed by the dependent. 
 
In order to continue without having a lapse in coverage, Medical Mutual must receive the dependents new 
application and be approved by medical underwriting within 31 days of losing coverage. 
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Military Reserves Active Duty Policy 
Member must notify Medical Mutual in writing of their call to active duty.  The letter must contain group 
number, name, social security number, and date called to active duty.  A copy of the person’s military 
order must accompany the letter. 
 
Membership will change the group’s status to “reservist”, which is a type of suspend mode.  This means 
the group will remain active, invoices will not be generated and premiums are deferred. 
 
Medical Mutual must be notified when the person returns from active duty.  The letter must contain the 
group number, name, social security number, and date of discharge or release from active duty.  A copy 
of the discharge papers must accompany the letter. 
 
If a member fails to report their return from active duty within 31 days of the date of discharge or release 
from active duty, an underwriting exception will be required to reactivate the policy.
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III. GENERAL POLICIES 

A. Cancellation Policy 
Each policyholder has the option to renew his/her health benefit plan except for the following reasons: 

1. Non-payment of the required premiums. 
2. Fraud or misrepresentation of the policyholder or policyholder’s representative. 
3. Noncompliance with any eligibility provision. 
4. Noncompliance with any other plan provisions. 

 
Typically, Medical Mutual will give 30 days written notice of a policy cancellation, unless Medical 
Mutual rescinds coverage retroactively due to fraud, misrepresentation, or non-payment of premium.  
 
To cancel coverage, a subscriber must notify Medical Mutual in writing 30 days prior to the desired 
cancellation date.  Medical Mutual will cancel the policy on the specified date if premiums are paid to 
that date and Medical Mutual received the notice prior to that date.  If a subscriber does not specify a 
cancellation date, Medical Mutual will cancel the policy on the first of the month following receipt of the 
notice or the premium paid to date. 
 
The subscriber may fax or mail his/her written cancellation notice to Medical Mutual at:   

216-687-6352 (fax) 
Medical Mutual 
MZ: 01-6B-6200 

2060 East Ninth Street 
Cleveland, Ohio 44115 

In order to consider reinstatement of a person’s life insurance, the member must complete an application 
for reinstatement, which includes a health questionnaire.  Also, all back premiums must be paid. 
 
B. Refund of Premium 
Medical Mutual will refund any prepaid premiums only if a 30 day written notice of policy cancellation is 
submitted to Medical Mutual prior to the cancellation date. 
 
C. Termination of Policyholder and/or Dependent 
A subscriber’s/dependent’s coverage will terminate automatically when: 

• The policy terminates. 
• The contract holder/dependent ceases to be eligible for coverage under the terms and conditions of the 

policy. 
• The required premiums are not paid within the 31-day grace period.  Medical Mutual will cancel 

delinquent policies retroactively to the last premium paid to date. 
 
D. Reapplication/Reinstatement Policy 
Member Cancels  
If a subscriber requests cancellation of his/her policy, then he/she must wait at least six months before 
reapplying for a Personal Health Plan. 
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E. Application Declined 
If Medical Mutual medically declines an applicant for a Personal Health Plan, the applicant must wait at 
least six months before reapplying.  If the case is resubmitted after the six-month period, after a medical 
decline, then the applicant must also submit appropriate medical documentation, i.e. attending physician’s 
statement, medical records, etc. 
 
F. Medical Mutual Terminates 
If Medical Mutual terminates a policy for non-payment of premium, then the subscriber may apply for 
reinstatement within 60 days of the date of cancellation.  The subscriber must make a written request 
detailing the reasons for the delinquency.  Subscribers may fax or mail written requests to:   

216-687-1579 (fax) 
Medical Mutual 

Collections Department/MZ: 01-7B-5210 
2060 East Ninth Street 
Cleveland, Ohio  44115 

If he/she does not apply for reinstatement within that time frame, then the subscriber must wait at least six 
months before reapplying for Personal Health Plans. 
 
For more details, please refer to the member’s certificate. 
 
G. Short Term Cancels 
When a subscriber’s short-term policy terminates after the 6 month plan period then he/she must wait at 
least 90 days to reapply for another short-term policy.  The subscriber may apply immediately for a 
permanent Personal Healthcare Plan policy.  Note:  Each application is subject to medical underwriting. 
 
If a subscriber cancels before the end of the six month plan period, then he/she must wait at least six 
months before re-applying. 
 
H. Renewal Policy 
Medical Mutual will release renewal notification to the policyholder at least 30 days prior to the renewal 
date. If an effective date is any day other than the first day of the month, the renewal will be for the first 
of the next month. 

If a policyholder chooses to change his/her benefits, then he/she should contact his/her agent of record. 

For all renewal policy changes, please see renewal letter for election period and effective date. 

If an individual wants to downgrade his/her benefits, then he/she should circle the new benefit on his/her 
renewal letter, sign and date the renewal letter, and submit his/her request to the agent of record.  The 
subscriber’s agent of record should also sign the letter, indicating that he/she has reviewed the renewal 
with the subscriber.  The agent of record then should submit the benefit downgrade request to the RAB or 
FSRAB. 

If an individual wants to increase his/her benefits, then he/she must complete the Contract Holder 
Information Section, Medical Eligibility Section and the Term and Conditions section of the application.  
Benefit upgrades and additions are subject to medical screening and final underwriting approval.  When 
adding optional coverages or riders, the individual must complete the Contract Holder Section and the 
Terms and Conditions Section. 
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Subscribers must notify Medical Mutual of a benefit change prior to his/her renewal date.  If a subscriber 
fails to notify Medical Mutual of a benefit change prior to his/her renewal date, then he/she must obtain 
an underwriting exception.  If underwriting approves the benefit change, then it will take effect the first of 
the month following receipt of the request.  
 
If you feel the risk within the group has changed the group may apply for requalification. 

 
I. Requalification 
Requalifications are extended to the applicant at the time of renewal.  Completed requals must be 
submitted within 30 days following the renewal date.  The effective date of the requalification is 
determined by the date of receipt in Underwriting.  If received prior to the renewal date, the renewal date 
will be the effective date, otherwise the effective date becomes the first day of the following month.  
Please note the following: 
 
• Regardless of the decision, the anniversary/renewal date does not change. 
 
• If the member does not qualify for better rates, the renewal rates apply. 
 
• The requalification process is as follows: The member must submit the Contract Holder Information 

Section, the Medical Eligibility Section and the Terms and Conditions Section of the application.  
Indicate “REQUAL” in bold letters across top of section I. 

 
• The Writing Agent can fax the request to Medical Underwriting.  
 
• The RAB or FSRAB can scan the request in Filenet.  A worksheet must be created for routing 

purposes only.  Route to SM1 change queue.  
 
• The Medical Underwriter will determine per claims history and application if the group qualifies for a 

better medical risk factor.  Documentation of the medical decision will be on the paperwork or, if in 
Filenet, an annotation will be made. 

 
• The Medical Underwriter will notify the RAB or FSRAB if the requalification is declined. 
 
• The Medical Underwriter will forward member to a Ratings Specialist.  The Specialist will run the 

new rates.  The Specialist will notify the RAB or FSRAB of the decision and new rates when 
applicable.  Also, the Specialist will forward new rates to membership if applicable. 

 
J. Member Moving from State to State 
Medical Mutual does allow special consideration to those members who move to a state where Medical 
Mutual offers Personal Health Plans.  Once he or she has moved, the member has six months to transfer 
to a new policy.  The member reapplies using the appropriate application and is re-underwritten.  The six 
month re-application waiting period is waived.
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IV. QUOTING A CASE 

A. Producing an Accurate Quote 
To produce an accurate quote, the following must be collected or completed on the application. 

• Applicant’s zip code of their home address 
• Requested effective date  
• Number of dependents (if applicable) 
• Applicant’s/Spouse’s (if applicable): 

1. Date of birth 
2. Gender 
3. Height  
4. Weight 
5. Tobacco use 

• Any known medical conditions or medications for all persons listed on the application 
• Desired product selection 

 
Insert this information into the appropriate fields on the Rating Disk.  If you have not received a copy of 
the Rating Disk, then provide the above information to the RAB or FSRAB, who will produce a quote 
using the Rating Disk.   

 
If the applicant confirms to proceed with the application process after receiving the quote, submit the 
completed application and the quote to your RAB or FSRAB.  Be sure to include the application, a copy 
of the signed life insurance replacement notice if applicable, and the Rate Worksheet and TOC Rate Page 
from the rating disk.  The federally eligible question must also be addressed.  The RAB or FSRAB will 
verify that the information from the application matches the rate sheet by verifying the following 
information: 

• Subscribers birthday, height, weight and sex 
• Zip code is the subscribers home address 
• Spouse’s birthday, height, weight and sex 
• Number of dependent children 
• Health and rider benefits have been selected 
• Social Security numbers are legible 
• Effective date.  (This should also match the rate sheet) 
 **If any information does not match, do not scan. 

 
The RAB or FSRAB will send a status update within approximately five to seven business days.  This 
notification will confirm acceptance or denial of the case submitted and detail the approved monthly 
premium.  Rate changes may occur if the applicant did not disclose a condition or the severity of a 
condition; a condition was not appropriately rated; or the incorrect zip code, date of birth, height, weight, 
or tobacco use was used on the initial quote. 

 
The RAB or FSRAB is responsible for working with the Writing Agent to ensure consistent and 
accurate information and on obtaining applicants approval for changes to the original quoted 
rate. 
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B. Invalid Quote Message 
If you receive an “invalid quote” message on the quote, return to the medical risk worksheet and select a 
higher deductible to see if it is approved with a higher deductible.  If the quote is an “I.C.” (Individual 
Consideration) contact one of the medical underwriters.   

 
C. Medical Conditions That May Automatically Decline an Individual 
The following is a list of frequently seen medical conditions that may render an individual medically 
ineligible.  Please note this list is not all-inclusive and some conditions may require you to contact a 
Medical Mutual medical underwriter.  
 
1. AIDS Related Complex / HIV Infection or Positive HIV 
2. Addisons Disease 
3. Alzheimer's Disease 
4. Allergies for which the applicant/dependent is prescribed three or more medications or for which has 

been hospitalized 
5. Amputation:  Traumatic which has occurred less than one year ago or Vascular at any time 
6. Aneurysm 
7. Angina  
8. Angioplasty 
9. Aplastic Anemia 
10. Asthma for which the applicant/dependent is prescribed three or more medications or for which has 

been hospitalized 
11. Arteriosclerosis / Atherosclerosis 
12. Ataxia 
13. Autism 
14. Bariatric Surgery/Weight Loss Surgery 
15. Barrett’s Esophagus 
16. Bipolar Disorder 
17. Bypass Grafting (CABG)  
18. Bronchitis:  chronic or multiple episodes (4 or more per year) 
19. Cancer:  Mestastatic Cancer 
20. Cardiomyopathy 
21. Carotid Artery Disease 
22. Cataracts:  Unoperated with current symptoms 
23. Chemical Dependency (Drug/Alcohol) Treatment less than three (3) years ago 
24. Chronic Fatigue Syndrome 
25. Chronic Obstruction Pulmonary Disease (COPD) 
26. Cirrhosis of the Liver 
27. Colitis:  severe, chronic, underweight/Crohn’s Disease 
28. Colostomy / Ileiostomy (Open) 
29. Congestive Heart Failure 
30. Coronary Insufficiency/Coronary Artery Disease 
31. Cystic Fibrosis 
32. Demyelinating Disease of Nerves 
33. Depression for which the applicant is prescribed three or more medications or for which has been 

hospitalized within the past five years 
34. Diabetic: single oral medication, insulin dependent, juvenile or adult 
35. Diabetic Neuropathy 
36. Disc Disorders (Pending surgery) 
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37. Diverticulitis/Diverticulosis: recurrent episodes 
38. Down’s Syndrome  
39. DUI less than five (5) years ago 
40. Elevated Liver Enzymes 
41. Epilepsy: Any seizure less than five (5) years ago 
42. Esophageal Varices 
43. Gallbladder Disease:  unoperated or with current symptoms 
44. Glaucoma:  surgery required or recommended 
45. Gout:  moderate/severe 
46. Fibromyalgia 
47. Hammer Toe:  surgery required or recommended 
48. Heart Palpitations / Arrhythmia 
49. Heart Valve Replacement 
50. Hemochromatosis 
51. Hemophilia 
52. Hepatitis 
53. Heart Attack (Myocardial Infarction) 
54. Hernia:  unoperated or with current symptoms 
55. High Blood Pressure (Hypertension): Uncontrolled 
56. Hodgkin's Disease 
57. Hydrocephalus/Shunt 
58. Hyperinsulinemia 
59. Hyperparathyroidism 
60. Ileiostomy (Open) 
61. Infertility Treatment within past two (2) years 
62. Joint Dislocation – recurrent (excludes finger or toe) 
63. Joint Replacement (all cases) 
64. Kidney Failure or Dialysis 
65. Kidney Stones:  present, unoperated or with current symptoms 
66. Klippel Trenaungay Weber Syndrome 
67. Lou Gehrig's Disease/Amyotrophic Lateral Sclerosis (ALS) 
68. Leukemia 
69. Lymphadenopathy 
70. Lymphoma 
71. Melanoma Cancer 
72. Meningitis(viral or bacteria):  present or with current symptoms 
73. Mental Retardation with Cardiac Involvement & Over 40 Years Old 
74. Motor or Sensory Aphasia  
75. Multiple Sclerosis 
76. Muscular Dystrophy 
77. Myasthenia Gravis 
78. Myocardial Infarction (Heart Attack) 
79. Neurogenic Bladder 
80. Organ Transplant Recipient/Candidate (includes bone marrow) 
81. Osteoporosis:  Under the age of 50 or severe 
82. Pacemaker Implantation 
83. Pancreatic Insufficiency 
84. Pancreatitis: recurrent/multiple episodes 
85. Peripheral Vascular Disease 
86. Parkinson's Disease 
87. Phlebitis/Blood Clot:  Multiple attacks or severe 
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88. Pituitary Dwarfism 
89. Polycystic Kidney Disease 
90. Polycystic Ovarian Syndrome - Unoperated 
91. Pregnancy - Current 
92. Premature Infant: birth to one (1) year old 
93. Prostate Disorder Hyper (BPH):  severe 
94. Prostatitis Recurrent or chronic  
95. Psychotic Disorders:  Psychosis / Schizophrenia/ Manic Depression / Bipolar 
96. Pulmonary Fibrosis 
97. Pulmonary Stenosis  
98. Quadriplegia (Paralysis) 
99. Renal Failure 
100. Retinitis Pigmentosa 
101. Scleroderma 
102. Sleep Apnea 
103. Spherocytosis 
104. Spina Bifida Cystica 
105. Squamous Cell (Skin Cancer) – Two (2) or more excisions 
106. Stroke / CVA 
107. Suicide Attempt within past five (5) years / multiple attempts 
108. Systemic Lupus 
109. Temporomandibular Joint Syndrome (TMJ): unoperated or with current symptoms 
110. Thalassemia Major 
111. Thoracic Outlet Syndrome 
112. Tonsillitis: Chronic, requiring surgery 
113. Tourette’s Syndrome 
114. Transient Ischemic Attack (TIA) /"Mini Stroke" 
115. Trigeminal Neuralgia:  upoperated or with current symptoms 
116. Urinary Reflux (Vesicoureteral Reflux) 
117. Varicose Veins:  present, severe 
118. Vasovagal Syncope 
119. Wolff-Parkinson-White Syndrome (WPW) on medication 
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D. Inquiry of a Rate Increase or Declination 
When inquiring of a rate increase or declination, the applicant needs to submit in writing a request for the 
reason for the rate increase or declination.  The letter or fax must include the member’s social security 
number and group number.  Submit the letter or fax to: 
 

Fax 216-573-6631 
Medical Mutual 

SuperMed One Unit 
5700 Lombardo Drive, Suite 140 

Seven Hills, OH  44131 
cc:  19-2925 

 
If the applicant chooses to appeal the decision (of the rate increase or declination) they must also do this 
in writing.  The letter or fax should include the member’s social security number, group number and any 
details supporting the disputed conditions, such as medical records, physician statements, and detailed 
explanation of condition(s).  Fax or mail to the above address. 
 
Please note: 
 
1. These requests will NOT BE responded to on a prescreen case.  Only on a submitted application. 
2. Due to medical confidentiality this correspondence will only take place between the applicant and the 

Medical Underwriters. 
3. Due to confidentiality issues all applicants over the age of 18 must sign the request for medical 

information. 
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V. SUBMITTING A CASE 

A. Filenet Procedures for Full Service Brokers, Sales & UW 
Assign group number from C.M.S. (2-5-13-1) 

 

INDEXING (IMAGING & INDEXING MUST BE COMPLETED ON THE SAME DAY) 

 Route to SM1-NEW or SM1-CHG queue 

 

STEP 1 – Create/Route Worksheet 
1. Base Group – Group Number from RUMBA 
2. Always use Section “001” 
3. Class – SUPERMED1 
4. Action – New Group or Benefit Change (use to add dependents or change benefit plans) 
5. AIH Region – N/A 
6. Product – This field will prefill with SuperMed One – no input is required 
7. Drug – SUPERMED1 
8. Dental – Always select NONE, even if the applicant is taking dental coverage 
9. Vision – Always select NONE, even if the applicant is taking vision coverage 
10. Brokered Group? – Check this box 
11. Life billed by MMO – Check this box if the applicant is taking life coverage 
12. State Name – Select appropriate state of residence for applicant 
13. Size Code – Must be “1” 
14. Alternate Network – Only applicable for IN applicants (SAG, PHCS, OR IHN) 
15. Select “OK” 
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Page 2:   The system will automatically fill in the PREPARED BY, DATE, USERID, ACCT. EXEC 
SOLD, CODE, ROYAL ADV NAME based on your FileNet USER ID.  If you need to modify any of 
these sections, you may type over the auto-filled information.   
 
Agent Tax ID:  Writing Agent’s tax ID number for commissions 
Group Name:  Name of the Applicant 
Effective Date:  Effective date for requested coverage  
Comments:  Use for any details you need passed to Underwriting/Membership/FDL 

 

 STEP 2 – Scanning/Indexing Documents 

FSRAB Scanning Order – No Scanner Sheets Between Order – (Except where indicated below) 

 
1. Page 1 of the Application (Section I:  General Information, Section II:  Federal and Open Enrollment 

Eligibility and Section III: Product) 
2. Rate Worksheet and TOC Rate Page from the rating disk 
3. Page 5 of the Application (Section VII:  Terms and Conditions) 
4. Page 2 of the Application (Section III: Product Continued, Section IV: Other Coverage Information) 
5. Page 4 of the Application (Section VI:  Billing Information) 
6. Any Miscellaneous Information 
7. RAB Transmittal Form 
8. Scanner Sheet 
9. Page 3 of the Application (Section V: Medical Eligibility) 
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Index application as an employee app with 2 as the routing code for all 
documents except the MHQ, which should have 4 as the routing code.  Route 
worksheets to the SM1-New queue.  If returned for Information needed then 
image additional information to your queue then route back to SM1-New 
queue with the requested information unless sender says otherwise. 

Benefit change requests must be received in underwriting by the 15th of the 
month preceding the renewal month in order to be effective on the renewal 
date.  Changes received after the 15th of the month, will be effective the 1st of 
the month following the renewal month. 

 

List Billing 

Use the same base number for all enrollees with different section numbers.  Put 
batch sheets between the applications.  Route to SM1-New queue.  When routed to 
your queue the worksheet will be marked approved but you must check each 
application for approval or decline and rates. 

 

THE RATE SHEETS SCANNED IN ARE NOT GUARANTEED UNTIL 
VERIFIED BY UNDERWRITING. 

 

Maintenance Procedures 

 Must have Group Number & SS# on all forms 

 
 Mail to: Attn: Membership cc: 01-6B-6200 
  Medical Mutual of Ohio 
  2060 E 9th St. 
  Cleveland, OH  44115 

 
 Fax#:  216-687-6352 

 
1. Cancellations 
2. Billing Changes 
3. Name Changes 
4. Address Changes 
5. Deletions to policy 
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Adding Dependent 
FSB: 
 
Individual not been through renewal 
 
• image new application, a copy of the signed life insurance replacement notice if applicable, and the 

Rate Worksheet and TOC Rate Page from the rating disk. 
• NOTE: When generating the rate PLEASE use the same version of the rating disk and key in same 

effective date as the original sold quote. 
• route to change queue 
• Specialists will route to medical underwriter 
• Medical underwriter will process medical, check claims history on group and calculate new rating 

factor.  This will be documented on the mhq as date, OK to add dependent, rating factor/initials 
• Medical Underwriter routes to specialists’ queue. 
 
Non FSB: 
 
Individual has not been through renewal 
 
• Specialist will receive by fax or mail.  Scrub group as new group received.  (See section Front End 

Processing) 
• image new application, a copy of the signed life insurance replacement notice if applicable, and the 

Rate Worksheet and TOC Rate Page. 
• NOTE:  When generating the rate PLEASE use the same version of the rating disk and key in same 

effective date as the original sold quote. 
• route to change queue 
• Route to medical underwriters 
• Medical underwriter will process medical, check claims history on group and calculate new rating 

factor.  This will be documented on the mhq as date, OK to add dependent, rating factor/initials 
• Medical Underwriter routes to specialists’ queue. 
 
FSB: 
 
Individual has been through renewal 
 
• image new application.  Do not need new Rate Worksheet or Toc Rate Sheets (rates will be calculated 

off renewal) 
• route to change queue 
• Specialists will route to medical underwriter 
• Medical underwriter will process medical, check claims history on group, and calculate new rating 

factor.  This will be documented on the mhq as date, OK to add dependent, rate factor/initials 
• Medical Underwriter routes to specialists’ queue 
• Underwriter will run rates. 
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Non FSB: 
 
Individual has been through renewal 
 
• specialist will receive fax or mail and scrub as new group.  No Rate Worksheet or Toc Rate 

Sheet is necessary (rates will calculated off renewal).  Scrub group as new group received 
(see Front End Processing) 

• image new application 
• route to change queue 
• Route to medical underwriters 
• Medical underwriter will process medical, check claims history on group and calculate new 

rating factor.  This will be documented on the mhq as E. date, OK to add dependent, rating 
factor/initials 

• Medical Underwriter routes to specialists’ queue 
• Underwriter will run rates 
• Specialist will confirm rates with NFSB before completing. 
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OVER 65 PRODUCTS 

Medical Mutual has prepared this guide to assist brokers in completing a successful Medicare 
supplement case submission.  You may receive instructions or further updates from your general 
agent to facilitate the sales process.  However, please remember that written guidelines apply in 
the case of a dispute. 

The Medicare Supplement Guidelines applies wherever Medical Mutual offers Medicare 
Supplement, where something contained herein applies to a certain state or plan type, it will be 
indicated. 
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I. GENERAL MEDICARE AND MEDICARE SUPPLEMENT 
INFORMATION 

The Original Medicare Plan is a “fee-for-service” plan managed by the Federal Government, 
specifically the Centers for Medicare and Medicaid Services.  Medicare is available nationwide 
and currently provides coverage to approximately 40 million Americans. 
 
A. Medicare Part A and Medicare Part B 
Medicare has two parts.  Medicare Part A Hospital Insurance helps pay for inpatient hospital 
care, skilled nursing facility care, hospice care and some home health care.  Most people enroll 
in Medicare Part A when turning 65.  They do not pay a premium for Medicare Part A because 
they or a spouse paid Medicare taxes while working. 

Medicare Part B Medical Insurance helps pay for doctors’ services, outpatient hospital care and 
other medical services that Part A does not cover.  Medicare Part B helps pay for covered 
services and supplies when they are medically necessary.  Medicare Part B has a premium rate 
that can change every year. 
 
B. Initial Enrollment Period 
A person has a seven month window, called the Initial Enrollment Period to enroll in Medicare 
Part B.  The seven month window is three months prior to the birthday month, the birthday 
month and three months after the birthday month.   Effective dates for Medicare Part B normally 
are the first of the month.  If a person enrolls in Medicare Part B during the three months prior to 
the birthday month, Medicare Part B effective date will be the first of the birthday month.  If the 
person waits until they are 65 or signs up during the last three months, the Part B start date will 
be delayed and the coverage will start one to three months after enrollment. 
 

Joe Smith turns 65 on Apr

Jan Feb March 

Medicare Part B starts 

  
 

 

April 1 

*Source: Shopper’s Guide to Medicare 
(www.ohioinsurance.gov) 
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 April May June July 

 Medicare Part B starts the first day of 
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If the Medicare part B Initial Enrollment period is missed, he/she cannot enroll until the 
following January 1st through March 31st.  Coverage will start the following July.  At that time, 
he/she will pay a 10% penalty each year they have waited. 

 
C. Medicare Supplement 
Many people with Medicare Parts A and B also purchase a Medicare supplement policy to help 
pay for health care costs that Medicare does not pay.  Medicare supplement is sold by private 
insurance companies to fill the “gaps” in Original Medicare Plan coverage.  There are ten 
standardized plans called “A” through “J”.  All Medicare plans cover the basic benefits.  Plan A 
has only the basic benefits whereas Plans B through J have varying degrees of additional 
benefits.  The basic benefits include Medicare Part A coinsurance amount, the cost of 365 extra 
days of hospital care, Medicare Part B coinsurance or copayment amount and the first 3 pints of 
blood each year.  
 
D. Medicare Supplement Open Enrollment Period 
The best time to enroll in a Medicare supplement plan is during a person’s Medicare Supplement 
Open Enrollment Period.  The Open Enrollment Period is a one-time period lasting six months 
when a person can buy any Medicare supplement plan.  It starts on the first day of the month 
when a person is enrolled in Medicare Part B and is age 65. 
 
During the Medicare Supplement Open Enrollment Period, an insurance company cannot deny 
insurance coverage, place conditions on a policy or charge more for a policy due to past or 
present health conditions.  
 

 

FOR EXAMPLE 

 

Joe Smith turned 65 on December 16, 2003.  Joe has enrolled in Medicare Part B in the 
first three months of his Part B “seven month window.”  Therefore, his Medicare Part B 
coverage started on December 1, 2003.  To figure his Medicare Supplement Open 
Enrollment Period, six months must be added to Joe’s Medicare Part B start date.   
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II. COMPLETING AN APPLICATION FOR MEDICARE SUPPLEMENT 

To begin the Medicare supplement enrollment process, please have the applicant complete the 
Medicare Supplement Enrollment Application.  When completing the application, please ensure 
that the applicant prints using blue or black ink and signs the finished application.  All 
applications are considered invalid 60 days after the signature date. 
 
Please note:  the application is a legal document.  If making corrections, you must put one line 
through the error and initial.  DO NOT use white out or correction tape.  If done incorrectly, the 
application will be returned. 
 
The following are step by step instructions for each section of the Medicare Supplement 
Enrollment Application.  Each person applying for a Medicare supplement plan must complete 
his or her own application. 
 
Section I:  Important Information 
The Department of Insurance has mandated this information be included on the application.  It is 
important that the applicant read and understand the information outlined in this section.   
 
Section II:  Contract Holder Information 
This section of the application must be completed for the individual who is applying for 
Medicare supplement insurance. 
 
Eligibility Rules 
• The applicant must be age 65 or older. 
• The applicant must be enrolled in both Medicare Part A (hospitals) and Part B (physicians) to 

receive Medicare supplement coverage. 
• The applicant must be a permanent resident in the state in which he/she is applying for 

coverage at least six months of each calendar year.  For Medicare Select, a member must be a 
permanent resident in the Ohio counties of Fulton, Henry, Lucas, Wood, Sandusky or 
Ottawa. 

 
Section III:  Medicare Eligibility 
As addressed in the eligibility rules, an applicant must be enrolled in Medicare Part A (hospital) 
and Part B (physicians).  This section is used to collect the necessary Medicare information for 
determining if an applicant is in their six-month Open Enrollment Period. 
 
Section IV:  Effective Date 
The effective date for Medical supplement plans is the first of the month following Medical 
Mutual’s receipt of the completed application.  However, an applicant may request to start 
coverage at a later date, but the effective date cannot be past his/her Open Enrollment Period.  

Once approved by Medical Mutual, no change to the effective date is permitted.  Due to Federal 
Regulations, Medical Mutual cannot. 
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Section V:  Products 
The applicant must select a Medicare Supplement plan or Medicare Select plan. 
 
Medicare Supplement Standardize Plans 
A Medicare supplement policy is a health insurance policy sold by a private insurance company 
to fill the “gaps” in Medicare coverage.  The Federal Government established 10 standardized 
plans called “A” through “J” that private insurance companies can sell.  Medical Mutual offers 
plans “A”, “C” and Select Plan C.  Medical Mutual’s Medicare supplement plans contain the 
following covered benefits: 

 

Benefits Plan A Plan C * Plan F 

Medicare Part A coinsurance amount. X X X 

The cost of 365 extra days of hospital care during the 
member’s lifetime after Medicare Part A coverage ends. 

X X X 

Medicare Part B coinsurance amount. X X X 

The first three pints of blood each year. X X X 

Skilled nursing coinsurance  X X 

Medicare Part A deductible  X X 

Medicare Part B deductible  X X 

Foreign Travel Emergency  X X 

Medicare Part B Excess Charge   X 
 

*Pertain to both Medicare Supplement and Medicare Select Plans.  Medicare Select 
benefits are the same as Plan C benefits. 

 
Members can receive care from any doctor, hospital, or other healthcare provider of their choice 
who accepts Medicare.  Members do not need to receive pre-certifications or pre-authorizations.  
In case of an emergency, the member should go to the nearest facility that can offer care. 
 
Medicare Select [Applies to OH only] 
Medicare Select is a Medicare supplement plan that uses an exclusive hospital network.  If a 
member chooses Medicare Select, they are buying the standardized Plan C.  (See above for the 
covered benefits.)  With Medicare Select, the member must use specific hospitals to get full 
insurance benefits (except for emergencies.) 
 
If a member chooses the Medicare Select plan, they can receive care from any doctor or 
specialist of their choice who accepts Medicare.  If hospital care is required, to get full benefits, 
the member may go to any Medicare Select Plan C network hospital.  In case of an emergency, 
the member should go to the nearest facility that can offer care.  If a member uses a non-
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Medicare Select network hospital for a non-emergency, the member is responsible for paying the 
Part A deductible.   
 
Region of Residence 
In addition to selecting a product, the applicant must indicate which region they permanently 
reside.  To determine their region of residence, please refer to the current Monthly Premium 
Information Sheet to determine the region of residence. 
 
Section VI:  Other Coverage Information 
A member does not need more than one Medicare supplement policy.  We cannot sell an 
individual a second policy unless the individual puts it in writing that he/she will cancel the first 
Medicare supplement policy.   
 
In this section a series of nine specific questions, mandated by the Department of Insurance, are 
designed to ascertain as to whether the applicant has another Medicare supplement or other 
health insurance policy in force or whether a Medicare supplement policy is intended to replace 
any other sickness and accident policy presently in force.   
 
Question No. 3, 4 and 5 asks if the individual is covered under the Medicaid program, as a 
Specified Low-Income Medicare Beneficiary (SLMB), or as a Qualified Medicare Beneficiary 
(QMB).  The chart below details the qualification for a person to apply for one of these 
programs:  
 

Monthly Income Total Resources  

Program Single Married Single Married 

Medicaid $524 $889 $1,500 $2,250 

SLMB $977 $1,303 $4,000 $6,000 

QMB $818 $1,090 $4,000 $6,000 
 
Please note:  Total Resources include savings and items owned.  However, when counting 
resources, the government does not include homes, furnishing, one car, burial plots, personal 
jewelry, and cash value of $1,500 or less from a life insurance policy. 
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Medicaid pays for dental bills, prescriptions, medical bills, eyeglasses, and homemaker services.  
SLMB pays Medicare Part B premiums.  QMB is like a free Medicare Supplement policy which 
pays deductibles and coinsurance not paid by Medicare and Medicare Part B premium.  For more 
information, the individual can contact his/her County Department of Jobs and Family Services.  
 
If questions No. 1 through 8 is answered “yes”, then question No. 9 must be answered.  If the 
applicant intends to replace his or her current Medicare supplement plan and has indicated “yes” 
to Question No.9 in this section, the applicant and the writing agent must complete a 
Replacement Coverage Form.  One copy of the completed Replacement Coverage Form should 
be retained by the applicant and another copy should accompany the application.   
 
Question No. 10 further extracts other coverage information by requiring the writing agent to 
complete the question, sign and date it. 
 
Please note:  if an applicant does have another Medicare supplement plan, he/she should not 
cancel his/her first Medicare supplement policy until the second one is in place, and he/she 
decides to keep the second Medicare supplement policy.  The member has a 30 day “free look” 
period. 
 
Section VII:  Medical Eligibility 
This section must be filled out only by those individuals who are past their six month Open 
Enrollment Period, which means their effective date of Medicare Part B was more than six 
months ago.   
 
Open Enrollment Period 
Once a person has enrolled in Medicare Part B, he/she begins their Open Enrollment Period.  The 
Open Enrollment Period lasts for six months and starts on the first day of the month in which the 
person is both age 65 or older and enrolled in Medicare Part B.  During this period, Medical 
Mutual cannot: 

• Deny an applicant for coverage (Guarantee Issue) 
• Place conditions on a policy. 
• Charge more for a policy because of past or present health conditions. 
 
An applicant is guaranteed acceptance if they are 65 or older, and applying for a Medicare 
supplement policy within six months of enrolling in Medicare Part B.  The applicant does not 
need to answer any medical questions or meet any medical underwriting requirements.   
 
Past the Open Enrollment Period 
If an applicant has missed applying for a Medicare supplement policy during the first six months 
after enrolling in Medicare Part B, he/she may still apply for a Medicare supplement policy.  For 
acceptance, the applicant must answer the medical questions in this section of the application and 
meet the medical underwriting requirements.  He/she is not required to take a medical exam. 
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“Medigap Protection” or Guaranteed Issue Rights 
In some situations, a person has the right to buy a Medicare supplement policy outside of his/her 
Open Enrollment Period.  These rights are called “Medigap Protections” or Guaranteed Issue 
Rights.  If a person applies for coverage and has a qualifying event, he/she cannot be denied 
coverage.  An insurance company must sell a person a Medicare supplement policy and cannot 
deny coverage or place conditions on a policy, must cover all pre-existing conditions, and cannot 
charge more for a policy.   
The following chart is a summary of qualifying events for Medigap Protection and the plans 
offered as guaranteed issue. 
 

 Event that triggers a  
Guaranteed Issue Opportunity 

Options available for 63 days  
after the plan terminates 

1 A person is enrolled in an employer group 
health plan, and the plan terminates or ceases to 
provide all health benefits to the person as a 
Medicare beneficiary. 

A person must be allowed to enroll in any 
Medicare Supplement (MedSup) plan A, B, C, 
or F — including a high deductible plan F — 
from any company selling those plans. 

2 A person is enrolled in a Medicare+Choice plan 
or Medicare Cost plan and the person disenrolls 
because: 

a. The person moved from the service area, 
b. The plan terminates or ceases to provide 

Medicare services, 
c. The plan substantially violates a contract 

provision or misrepresents the plan during 
marketing. 

A person must be allowed to enroll in any 
MedSup plan A, B, C, or F — including a high 
deductible plan F — from any company selling 
those plans. 
Note: if the M+C plan terminates or ceases to 
provide Medicare services, the company must 
notify the enrollee by October 2 that it plans to 
terminate on December 31. In this event, the 
enrollee will have from Oct. 2 until 63 days after 
the disenrollment date to apply for MedSup 
plans A, B, C, or F. 

 Event that triggers a  
Guaranteed Issue Opportunity 

Options available for 63 days  
after the plan terminates 

3 A person is enrolled in a Medicare Select plan 
and disenrolls because:  

a. The person moved from the service area, 
b. The plan terminates or ceases to provide 

Medicare services, or 

The plan substantially violates a contract 
provision or misrepresents the plan during 
marketing. 

A person must be allowed to enroll in any 
MedSup plan A, B, C, or F — including a high 
deductible plan F — from any company selling 
those plans. 

4 A person is enrolled under a MedSup policy and 
it ends because:  

a. The company is bankrupt, or 
b. Coverage is terminated involuntarily, or 
c. The company substantially violates a 

contract provision or misrepresents the 
plan during marketing. 

A person must be allowed to enroll in any 
MedSup plan A, B, C, or F — including a high 
deductible plan F — from any company selling 
those plans. 
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5 A person is enrolled in a MedSup policy and the 
person terminates the policy to enroll in a M+C, 
Medicare Cost, or Medicare Select plan for the 
first time, then the person terminates the 
enrollment in the new plan within the first 12 
months. 

A person must be allowed to enroll in the 
MedSup policy the person was most recently 
enrolled in, if available from the same company; 
or if it is not available, any MedSup plan A, B, 
C, or F — including a high deductible plan F — 
from any company selling those plans. 
Note: If the trial period is interrupted because 
the M+C plan terminates and the person joins 
another M+C plan, the person receives a second 
12-month trial period (cannot exceed 24 months 
total). 

6 Upon first becoming enrolled under Medicare 
Part B at age 65 or older, the person enrolled in 
a M+C plan for the first time and disenroll 
within 12 months. 

The person must be allowed to enroll in any 
standardized MedSup plan (A — J) offered by 
any company. 
Note: If the trial period is interrupted because 
the M+C plan terminates and the person joins 
another M+C plan, the person receives a second 
12-month trial period (cannot exceed 24 months 
total.  

*Source:  Shopper’s Guide to Medicare Supplement Insurance and M+C Plans (www.ohioinsurance.gov) 
 
Section VIII:  Billing Information 
Medical Mutual will not accept binder checks.  The “binder” payment is the first payment made 
through one of the following billing options (as selected by the applicant on the application): 

• Home Billing – Monthly premium billings mailed to the subscriber’s home address 
• Financial Institution – Monthly premium billings automatically withdrawn from a valid 

check/saving account. 
• Alternate Billing Address – Monthly premium billings are mailed to an alternate address, 

other than the applicant’s home address. 
 
Home Billing 
Medical Mutual will mail a monthly invoice to the contract holder’s home address.  Invoices are 
typically generated during the second week of the month prior to their due date. 
 
If home billing is selected, then the insured must remit the full invoiced amount to Medical 
Mutual on or before the due date.  There is a 31-day grace period.  Note:  If the contract holder 
fails to remit the entire amount within the grace period, then Medical Mutual will consider the 
account delinquent and may cancel the account for non-payment of premium. 
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Financial Institution 
Medical Mutual will make a monthly withdrawal from a valid checking or savings account on 
the fourth business day of each month.  If the member selects automatic premium withdrawal, 
then a voided check or saving account deposit slop must be submitted with his/her application.  
If the premium withdrawal is rejected by the bank for any reason, the member will be put on 
home billing.  Note:  This payment option requires 30 days to process.  Therefore, automatic 
premium withdrawal may not begin until the second or third month of coverage, depending on 
the date of enrollment.  The first withdrawal will include all premiums due from months prior to 
the first automatic premium withdrawal.   
 
Different Billing Address 
Medical Mutual will mail a monthly invoice to an address different from the permanent address.  
This convenience is specifically for those contract holders who have another person handling 
their financial affairs.  Payment terms are the same as for home billing. 

 
Section IX:  Terms and Conditions 
After reading this section, the applicant must sign and date the application. 
 
Section X:  Medicare Select Plan C Applicants Only [Applies to OH only] 
Only those applicants who have chosen Medicare Select Plan C must read and sign and date this 
section.
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III. GENERAL POLICIES 

A. Birthday Rules 
Medicare says a person “turns 65” on the first of the month of the 65th birthday, no matter which 
day his/her birthday really is. 
 
However, if his/her birthday actually is the first day of the month, Medicare says he/she is 65 on 
the first day of the previous month. 
 
B. Coordination of Benefits 
Upon enrollment, Medical Mutual will notify Medicare that the member has a Medicare 
supplement policy with Medical Mutual. 
 
Medical Mutual’s Medicare Supplement plan is the secondary payor.  All bills must be processed 
by Medicare before Medical Mutual can provide benefits for covered services.    
 
C. Claim Payment 
A claim must be filed in order to receive benefits. 
 
Part A Claims 
Many hospitals and skilled nursing facilities will submit the claim for the member.  If not, the 
member must send to Medical Mutual an itemized copy of the bill with a diagnosis and the 
Explanation of Medicare Benefits (EOMB) form received from Medicare. 
 
Part B Claims 
A claim will usually be submitted for the member by the organization responsible for processing 
the Medicare Part B claim.  If the Medicare Part B claim is not submitted by the organization 
responsible for processing the Medicare Part B claim, the member must send Medical Mutual a 
copy of the EOMB and a completed Medical Mutual claim form. 
 
D. Plan Changes 
Contract holders may downgrade plans, such as changing from Medicare Supplement Plan C to 
Plan A.  Medical Mutual must receive a written request from the contract holder to downgrade 
his/her plan.   
 
Contract holders may also request to upgrade his/her plan.  The contract holder must complete 
the Medicare Supplement Enrollment Application.  Plan upgrades are subject to medical 
screening and final underwriting approval. 
 
E. Rate Changes 
Medical Mutual reserves the right to adjust premiums with advance written notice and with the 
approval of the Department of Insurance. 
 
Medicare Supplement from Medical Mutual bases rates on attained age.  This means the rates 
will be adjusted each year on the Anniversary Date of the members policy based upon their age 
on that date. 
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F. Grace Period, Cancellation Policy 
Medical Mutual cannot cancel a Medicare supplement policy because of age or benefit use.  
However, Medical Mutual may cancel a policy due to misrepresentation on the member’s 
application or non-payment of premium. 
 
G. Non-Payment of Premium 
The Medicare supplement policy is renewed automatically as long as the member pays the 
premiums when due.  The premiums must be paid in advance or within a grace period of 31 days 
after it is due. 
 
If Medical Mutual does not receive the required premium by the end of the grace period, 
coverage will be cancelled effective on the later of the due date for which the required premium 
was not received or 15 days after Medical Mutual mails a notice of cancellation to the 
policyholder. 
 
If Medical Mutual Terminates a policy for non-payment of premium, the subscriber may apply 
for reinstatement within 60 days of the date of the notice of cancellation.  The subscriber must 
make a written request detailing the reasons for the delinquency.  Subscribers may fax or mail 
written requests to: 

216-687-1579 (fax) 
Medical Mutual 

Collections Department 
MZ: 01-7B-5210 

2060 East 9th Street 
Cleveland, OH 44115 

 
H. Termination by Policyholder 
A member may cancel his/her policy at any time by giving written notice.  The policy will be 
cancelled on the date the notice is received or on such later date as specified in the notice.  
Medical Mutual will return the unearned portion of any premium paid. 
 
I. Death of Policyholder 
Medical Mutual requires written notification of the death of a policy holder.  The policy will 
terminate the day after the member’s death.  This allows benefits to be paid the day of the death.  
Any unused premiums will be refunded.   
 
If Medical Mutual is notified of the member’s death after 90 days, a copy of the death certificate 
will be required for a refund of any unused premiums. 
 
J. Pre-Existing Waiting Period 
Medical Mutual does not require a waiting period before pre-existing conditions are covered. 
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IV. QUOTING AND SUBMISSION PROCESS 

A. Application 
To produce an accurate application, ensure that the following is collected or completed on the 
application: 
• Each applicant must complete his or her own application.   
• Applicant’s home address, county and date of birth. 
• Effective dates of Medicare coverage and Medicare Number. 
• Verify if the applicant is in their six month Open Enrollment Period.  If he/she is outside of 

his/her Open Enrollment, all medical eligibility questions answered either “yes” or “no”. 
• Both a product and a region of residence must be selected. 
• Other coverage information must be completed as well as a Replacement Coverage Form if 

necessary. 
• Application must be signed and dated. 
 
B. Rating 
Medical Mutual bases rates on age and geographic location.  A member’s rate increases each 
year on the first of their birthday month.  Medical Mutual reserves the right to adjust premiums 
with advance written notice and with the approval of the Department of Insurance. 
 
During the Open Enrollment Period or Guaranteed Issue Opportunity 
After determining that the applicant is in their six month Open Enrollment Period, an applicant is 
guaranteed acceptance if they are 65 or older, and applying for a Medicare supplement policy 
within six months of enrolling in Medicare Part B.  The applicant does not need to answer any 
medical questions or meet any medical underwriting requirements.   
 
Past the Open Enrollment Period 
If an applicant has missed applying for a Medicare supplement policy during the first six months 
after enrolling in Medicare Part B, he/she may still apply for a Medicare supplement policy.  For 
acceptance, the applicant must answer the medical questions in this section of the application and 
meet the medical underwriting requirements.  He/she is not required to take a medical exam. 
 
C. Medical Underwriting Requirements 
Medical underwriting is the function used to assess the insurability of an applicant when 
enrolling in a health product.  The medical underwriting process provides verification of the 
individual’s medical claims history and provides an assessment of the applicant’s health 
condition.
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Field Underwriting 
Medical underwriting for Medicare Supplement from Medical Mutual is very basic.  If questions 
No. 1 through 4 of the Medical Eligibility section is answered “yes”, the application is 
automatically declined.  This process was developed to allow the writing agent to underwrite 
upon receiving a completed application. 

The following flow chart details the step by step instructions for underwriting the completed 
application: 
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FEDERALLY ELIGIBLE 

 
A. Eligibility Rules 
Applicants who qualify either as Federally Eligible Individuals under the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) or as Ohio Open Enrollment Individuals must choose among 
individual policies that are available only to Federally Eligible Individuals and Ohio Open Enrollment 
Individuals. 
 
To qualify as a Federally Eligible Individual under HIPAA, an individual must meet the following 
criteria: 

• The applicant must have an 18-month period of creditable coverage with final coverage through a 
group health plan, governmental plan or church plan.  Coverage for which there was a break of 63 or 
more days does not apply in the period of creditable coverage.  Creditable coverage will be counted 
based on the standard method without regard to specific benefits. 

• The applicant must apply within 62 days of the end of the final coverage. 
• The applicant cannot be eligible for coverage under a group health plan, Medicare, or Medicaid. 
• The applicant cannot have other health insurance coverage. 
• The applicant’s prior coverage must not have been terminated for nonpayment of premium or fraud. 
• If the applicant elected COBRA or Ohio extension of coverage, then the applicant must exhaust all 

such continuation of coverage to become a Federally Eligible Individual.  Termination for 
nonpayment of premium does not constitute exhausting such coverage. 

 
To qualify as an Ohio Open Enrollment Individual, an individual must not be covered and must not be 
eligible to be covered under any other private or public health benefits arrangement, or any continuation 
of coverage policy under federal or state law.  This includes group coverage, Federally Eligible Individual 
Coverage, Medicare, Medicaid, COBRA, and Ohio extension of coverage. 
 
B. Enrollment/ Application Process 
The Federally Eligible and Ohio Open Enrollment products open January 1.  For current rates and 
applications on these products please contact 1-800-242-1936.  As these products accept only a limited 
number of applications each year, this product closes once membership is met for the year.  Medical 
Mutual begins accepting applications on November 1 for a January 1 enrollment.  All applications for the 
Federally Eligible or Ohio Open Enrollment Products should be sent to: 
 

Medical Mutual of Ohio 
P.O. Box 943 
Toledo, Ohio 43656-0001 

 
If the individual’s application is approved, Medical Mutual will notify the individual of the effective date 
of coverage and will send a policy and an identification card. 
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C. Product Benefit Highlights (Federally Eligible / Ohio Open Enrollment) 
The following grid outlines those products available to those individuals who qualify either as Federally 
Eligible Individuals or as Ohio Open Enrollment Individuals: 
 

 
Traditional Basic Traditional Standard SuperMed Plus® PPO

Benefit Period Deductible $1,000 per person $750 per person $750 per person 
Emergency Room Copayment $75 $75 $75 
Coinsurance 50/50 70/30 Network:  80/20  

Non-Network:  60/40 
Coinsurance Limit $5,000 $5,000 Network:  $3,000 

Non-Network:  $5,000 
Benefit Period Maximums: 
Inpatient Mental Health Care, 
Substance Abuse and Alcoholism 
Services 

$2,000 $2,000 $2,000 

Outpatient Mental Health Care, 
Substance Abuse and Alcoholism 
Services 

$550; each visit is 
limited to a maximum 
payment of $50 per 
visit 

$550; each visit is 
limited to a maximum 
payment of $50 per 
visit 

$550; each visit is 
limited to a maximum 
payment of $50 per 
visit 

Outpatient Physical Therapy 20 visits; each visit is 
limited to a maximum 
payment of $40 per 
visit 

20 visit; each visit is 
limited to a maximum 
payment of $40 per 
visit 

20 visit; each visit is 
limited to a maximum 
payment of $40 per 
visit 

Child Health Supervision Services $500 $500 $500 
Home Health Care, Hospice 
Facility and Skilled Nursing 
Facility Services 

$5,000 $5,000 $5,000 

Routine Mammography Services One Test One Test One Test 
Routine Pap Tests One Test One Test One Test 
Outpatient Prescription Drugs $2,500 $2,500 $2,500 
All Covered Services $50,000 Not applicable Not applicable 
Maternity and Routine Nursery 
Care Services 

Not Covered $3,000 per occurrence $3,000 per occurrence 

Lifetime Maximums: 
Inpatient and Outpatient Mental 
Health Care, Drug Abuse and 
Alcoholism Services 

$5,000 $10,000 $10,000 

Organ Transplant Services $100,000 $100,000 $100,000 
All Covered Services Not applicable $1,000,000 $1,000,000 
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State Specific Guidelines 
 

Products Maternity 
with a 
Max(1)

Maternity 
without a 

Max(2)

Maternity 
Svcs 
Rider 

Rx 
Copay 
Card 

Prof Svc 
Rider(2)

Dental Vision SaveWell Critical 
Illness 

Term 
Life 

A, C, F 

Short Term 500        OH, IN 

 

   

Standard 500/1000 OH OH, MI OH OH, IN, 
MI 

OH, IN OH, IN, 
MI 

OH, 
IN, 
MI 

OH, IN  OH OH, IN  

Standard 1000/2000 OH OH, MI OH OH, IN, 
MI 

OH, IN OH, IN, 
MI 

OH, 
IN MI 

OH, IN OH OH, IN  

Standard 1500/3000 OH OH, MI OH OH, IN, 
MI 

OH, IN OH, IN, 
MI 

OH, 
IN, 
MI 

OH, IN OH OH, IN  

Standard 2500/5000 OH OH, MI OH OH, IN, 
MI 

OH, IN OH, IN, 
MI 

OH, 
IN, 
MI 

OH, IN OH OH, IN  

Standard 5000/7500(3) OH OH, MI  OH, IN, 
MI 

OH, IN OH, IN, 
MI 

OH, 
IN MI 

OH, IN OH OH, IN  

Standard 5000/10000            

HSA Comp 1000/2000(4) OH OH  OH  OH OH OH OH OH  

HSA Comp 1200/2400            

HSA Comp 2000/4000  OH  OH  OH OH OH OH OH  

HSA Comp 2500/5000  OH  OH  OH OH OH OH OH  

HSA Comp 3000/6000  OH  OH  OH OH OH OH OH  

HSA Comp 4000/8000  OH  OH  OH OH OH OH OH  

HSA Comp 5000/10000  OH  OH  OH OH OH OH OH  

Medicare Supplement           OH 
(1) No longer offered starting 1/1/05.  Expires for current members upon renewal. 
(2) No longer offered for Ohio starting 1/1/05.  Expires for current Ohio members upon renewal. 
(3) No longer offered in Ohio starting 1/1/05.  Current members convert to Standard 5000/10000 

at renewal. 
(4) No longer offered in Ohio starting 1/1/05.  Current members convert to HSA 1200/2400 at 

renewal.  
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State In the State Traveling Outside the State 
OH SuperMed Plus In PA – Devon 

In IN – Preferred Plan 
All other States – First Health Network 

IN PHCS 
Sagamore 
IHN 

In OH – SuperMed Plus 
All other States – PHCS  

MI PPOM In OH – SuperMed Plus 
All Other – First Health Network 
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